Purpose: Evidence has suggested that patients' expectations influence the clinical course when they present with low back pain (LBP). However, little empirical evidence has outlined the nature of these expectations. The aim of this study was to describe LBP patients' expectations of physiotherapy. Method: Seventy-nine adult patients who had LBP for more than 16 weeks and were referred for physiotherapy at two hospital physiotherapy departments in St. John's, Newfoundland and Labrador, were included. They filled out a questionnaire detailing their expectations of treatment. Results: Before treatment, more than 90% of patients expected a physical examination, tests or investigations, a diagnosis, reassurance and advice, and clear explanations of causation, symptom management, and benefits and risks of treatment. Approximately half hoped for a prescription or referral to a specialist, and about 60% hoped to discuss problems in their life. Conclusions: The findings of this study indicate that patients attend physiotherapy with clear expectations about what information should be provided. Most expected tests or investigations leading to diagnosis and an explanation of causation; this presents a challenge for clinicians, given the current understanding of LBP reflected in international practice guidelines. The fact that more than half of the patients wanted to discuss problems in their life points to the need for physiotherapists to consider LBP from a bio-psychosocial perspective.
much better or worse a patient expects to be at some point in the future.
There is also some evidence to suggest that expectations influence the actual course of a condition 4 -that is, what people expect is going to happen may affect what actually does happen. Although this represents an exciting prospect because working with patients' expectations might improve treatments, at present we are a long way from understanding how and why patient expectations affect outcomes.
Marketing and services-based theories, including expectancy confirmation theory, have hypothesized that satisfaction with a service or product is the result of a comparison between the prior expectation and the perception of the actual product or service. 5 Authors have made a further distinction between ideal expectations (what is hoped for ideally) and predicted expectations (what is expected in reality). 6 Satisfaction occurs when a product or service meets the predicted expectation, and it is maximal when the level of ideal expectation is reached. 7 These theories have been applied in elective health care settings such as plastic surgery and orthopaedic surgery. 8, 9 Assessment of individual patients' expectations on the basis of such theoretical models enables health care practitioners to recognize patients who have unrealistic expectations and address their issues early.
As many as 80% of people are likely to experience low back pain (LBP) in their lifetime. 10 The condition is responsible for a greater disability burden in all countries than is any other condition, 11 and annual costs are estimated to be in the billions of dollars per country. 12 Although the prevalence and burden of LBP are great, available treatments are only modestly effective, particularly for chronic pain. 13 Most of the research conducted into the expectations of people with LBP has focused on outcome expectations, 4 and little work exploring process expectations has been published. Given that process expectations have a potential link to outcome, understanding them in patients with LBP may help clinicians better address their patients' needs and beliefs. The research that has been done in this area has used qualitative methods or single questions of unknown reliability and validity; 14 further data are needed to support or refute the hypotheses generated by this preliminary work.
The aim of this study was to describe the type of treatment patients expect from their physiotherapist when they present for care for chronic LBP and to draw conclusions about the implications of these expectations for treating clinicians.
METHODS

Study design
We performed a survey of the process expectations of patients with chronic LBP presenting for physiotherapy. We obtained ethical clearance from the Health Research Ethics Authority of Newfoundland and Labrador (reference no. 13.058), and all patients provided informed consent before participating.
Participants and setting
All participants were referred by their general practitioner for physiotherapy care at either of two hospital clinics in St. John's, Newfoundland and Labrador. These clinics provide the only completely publicly funded outpatient physiotherapy services for patients with chronic LBP in St. John's.
The population consisted of patients aged 18-80 years with non-specific, chronic LBP, as diagnosed by their general practitioner. Non-specific refers to pain that cannot be attributed to an underlying serious spinal pathology, and chronic in this case refers to pain that has persisted continuously for more than 16 weeks. Patients with a suspected serious spinal pathology or a diagnosis of mental illness, as diagnosed by their general practitioner, were not eligible because the recommended treatment for these individuals differs from that for non-specific LBP.
Typical physiotherapy services
The typical treatment plan for patients with nonspecific, chronic LBP follows a format based on evidence reported in clinical practice guidelines. 15 All patients with chronic LBP receive an initial group-based treatment session, which includes standardized advice and education about chronic LBP and an overview of the role of physiotherapy treatment services. Subsequent treatment sessions are individual and include a physical assessment followed by tailored treatments that aim to progress patients into a long-term exercise program to improve their physical activity level and self-management. Specific treatment plans to achieve these goals are based on the physiotherapist's clinical judgment.
Recruitment
Recruitment began in September 2013 and finished in June 2015, and procedures were integrated into the usual patient booking process at both sites. As per usual practice, an administrative assistant contacted approximately 20 patients from the waiting list to book them for one of the monthly group education and advice sessions 1-2 weeks before it was due to be held. The administrative assistant also informed patients about the study and asked for permission for a research assistant to contact them with more information. When such permission was granted, patients were sent an information letter and an informed consent form. The letter was followed by a phone call from a research assistant to answer any questions about the study and ask whether they would like to participate. Patients who agreed to participate and who brought a signed consent form to the group session were included in the study. It should be noted that not all patients were informed about the study during the recruitment period; they were informed only at the times at which trained administrative staff were available.
Outcome measures
The patients' expectations and health status variables were assessed using self-report questionnaires. Average pain during the previous 7 days was assessed using an 11-point numerical rating scale, 16 on which 0 ¼ no pain and 10 ¼ the worst pain possible. Disability was measured using the Roland Morris (RM) Disability Questionnaire, 17 a list of 24 activity-related items rated on a scale on which 0 ¼ no (no difficulty performing an activity) and 1 ¼ yes (having difficulty performing the activity); the total score is a sum of the scores on the 24 items, with higher scores indicating a greater level of disability. Both of these measures are commonly used in LBP research and have evidence to support their reliability and validity. 16, 17 Expectations were assessed using relevant subscales from the Questionnaire for Patient Expectations of Health Care (QPEHC). 6 This questionnaire was developed in the United Kingdom to meet the need for robust measures of patient expectations; it measures various aspects of expectations, both before and during an episode of care. The QPEHC is a very extensive questionnaire; it consists of 103 questions divided into pre-visit and post-visit surveys. To meet the aims of this study and minimize the burden on participants, we used only two sections of the questionnaire's pre-visit survey: the Consultation and Treatment and Treatment Outcomes sections (Questions [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] . The psychometric analysis conducted during the development of the QPEHC showed that none of the questions in these sections were redundant, and there was good evidence to support the questionnaire's validity. 6 For questions that referred to the components of treatment, the participants were asked to rate the extent to which they ''hoped for this ideally.'' All answers were scored on a 5-point Likert scale: strongly agree, agree, neither agree nor disagree, disagree, and strongly disagree.
Questionnaire administration
The research assistant gave the questionnaires to the participants when they arrived at the clinic before their first group session, and the participants completed them independently before the session began.
Data analysis
Two research assistants entered the data into IBM SPSS Statistics, version 18 (IBM Corporation, Armonk, NY). To ensure patient confidentiality, all patients were assigned a unique identifier when the data files were coded. No names or medical numbers that could identify a patient were stored in the research database. Process and outcome expectations were coded in SPSS for descriptive reporting.
RESULTS
A total of 147 patients were sent an information letter, and 79 consented and participated in the study; 73% of the participants were women, with a mean baseline pain intensity of 7.0 (SD 2.1) and an RM Disability Questionnaire score of 12.4 (SD 5.6). This is indicative of a population moderately disabled by their condition. Missing data varied between 10% and 15% for all items.
For simplicity of presentation, the participants' responses were grouped into three categories: agree (strongly agree þ agree), neither (neither agree nor disagree), and disagree (disagree þ strongly disagree). Of the 11 questionnaire items, 8 were endorsed by more than 85% of participants-that is, nearly all participants ideally hoped that they would receive that particular element of the intervention. The other three questionnaire items were endorsed by 50%-60% of participants (see Table 1 ). With regard to outcome expectations, nearly all participants (>90%) hoped that their quality of life, symptom severity, and health would improve.
DISCUSSION
General findings
The expectations of the patients in our study were quite consistent regarding many of the elements of their care: More than 85% ideally hoped that they would receive 8 of the 11 elements of care specified in the survey. Unsurprisingly, nearly all patients also hoped that their clinical status would improve as a result of their treatment.
Patients' expectations that align with international clinical practice guidelines
Patients' expectations that they would receive a physical examination; reassurance; advice about their condition; information about how to manage their condition; and information about the benefits, side effects, and risks of treatment align with international guidelines. 15 Thus, attending to these elements should result in optimal patient benefit and fulfilment of their expectations. Delivering these components of care also falls within the professional expertise and training of physiotherapists and, as such, can be confidently recommended.
Patient expectations that do not align with international clinical practice guidelines
The fact that 90% of patients expected tests or investigations, a diagnosis, and information about what caused their condition may be problematic for clinicians. Evidence has suggested that referring patients for tests or investigations is responsible for a substantial portion of the economic burden of these conditions, does not provide useful diagnostic information, and is, in fact, associated with worse outcomes. 18 International guidelines recommend a triage system because approximately 85% of patients are classified as having non-specific, or idiopathic, back pain. 15 Thus, most patients' diagnosis is one of exclusion (of serious and systemic pathology and of nerve-root pathology) and provides little more than a description of their symptoms. As a result, patients' expectations that clinicians will give them a diagnosis and explain the cause of their pain present a considerable challenge.
Patient expectations less widely endorsed
At present, clinical practice guidelines recommend simple analgesic medications; 15 however, in most countries, physiotherapists are not certified to prescribe, or even recommend, medications. Approximately half of the patients in the sample hoped for a new, changed, or repeat prescription. It is not clear whether this expectation reflects misunderstanding of physiotherapists' scope of practice, and unfortunately data to explore this question were not available. Similarly, data regarding the use of medications by the patients in the study were not available. The patients' expectation of medication prescription may explain their expectation of referral if they are aware that physiotherapists are not able to prescribe medication.
Close to 60% of the patients hoped to discuss problems in their life, an expectation that may be considered congruent with the bio-psychosocial model of spinal pain. Recognizing the influence of psychological and social factors is self-evidently key to that model.
Comparison with other studies
The current study partly confirms the findings from previous qualitative studies in primary LBP care settings in the United States and the United Kingdom 3,19 as well as in a mixed population that consulted general practitioners in the United Kingdom. 20 This study provides quantitative information necessary to support the hypotheses generated using qualitative data, and it demonstrates generalizability to the population of people with LBP who present for physiotherapy. It, and the US and UK studies, 3, 19, 20 found that patients both hoped for and expected to receive a clear diagnosis or explanation for their complaints. Kenten and colleagues 20 also found that patients hoped for (referral to) diagnostic tests, prescriptions, and medication. However, this expectation may be more realistic in a population seeking care from a general practitioner than from a physiotherapist.
Those qualitative studies also emphasized that patients expected clear, kind, and empathetic communication from their doctor or physiotherapist. As a result, future quantitative studies should consider including items about the expectations for communication between patient and practitioner because they relate to patient satisfaction and adherence to treatment. High-quality studies on this topic would provide information about the effectiveness of specific interventions addressing these factors, and this would assist clinicians to provide effective, patient-centred care.
Clinical implications
In accordance with international clinical practice guidelines and the best available evidence, we recommend that clinicians perform a physical examination, provide reassurance and advice about a patient's condition, and give patients information about managing their condition and the benefits and risks of any treatment they provide. Evidence from this study provides additional reasons for including these elements in the therapeutic encounter: It is likely to satisfy some very reasonable patient expectations.
We also recommend that clinicians address the issues and present the best available evidence regarding the diagnosis and pathology of chronic spinal pain. This may require a careful explanation of the current knowledge of the biomechanical, psychological, and social influences on LBP. As part of this conversation, clinicians should give clear information about the risks and benefits of tests and investigations and explain how the results will influence treatment decisions. They should also initiate a discussion about the role and effectiveness of analgesic medication for spinal pain; if the patient chooses to follow such a course, a clinician will need to make the appropriate referral.
The current conceptualization of chronic spinal pain takes a bio-psychosocial approach, as reflected in contemporary clinical practice guidelines for the condition. 21 The findings of this study demonstrate that this approach aligns with patients' expectations. A bio-psychosocial explanation of pain may be helpful in framing the advice and information recommended, and it can be presented along with evidence showing that a multidisciplinary approach is likely to be effective. 22 More important, this approach can also help meet the expectations of the large group of patients who hope to discuss the problems in their life.
This study has certain limitations. The fact that it was embedded in day-to-day practice allows its findings to apply directly to clinicians, and its use of a validated instrument to collect information about expectations increases confidence in the reliability of the data. However, the data came entirely from one jurisdiction (St. John's, Newfoundland and Labrador), with the result that we cannot be sure that our findings reflect the expectations of patients with LBP in other locations or of individuals seeking care from other health care professionals. In particular, given that the study was conducted within the public health care system, it is unknown whether the views of the study sample reflect those of patients presenting to private practice physiotherapists whom they pay out of their own pocket.
Another limitation of the study is that only approximately half of the patients who were sent letters about the study agreed to participate. This indicates the possibility of bias in the findings because we do not have information about whether the demographic and clinical characteristics of the non-participating patients matched those of the study participants. Finally, the three leastendorsed items on the questionnaire also had the most missing data (see Table 1 ); this means that we are less sure that our estimates for these items are precise.
CONCLUSION
The findings of this study indicate that many patients with chronic LBP attend physiotherapy with clear expectations about what information should be provided by the treating clinician. Most expect tests or investigations leading to a diagnosis and an explanation of causation, and given the current understanding of LBP, this presents a challenge for clinicians. In addition, the desire that half of the patients had to discuss problems in their life points to the need for physiotherapists to consider LBP from a bio-psychosocial perspective.
KEY MESSAGES What is already known on this topic
Patients present to their physiotherapist with certain expectations about the sort of care they will receive. Understanding these expectations enables the clinician to identify and correct aberrant beliefs, and it may help improve patient satisfaction.
What this study adds
Many of the treatment-related expectations that patients with chronic low back pain hold are intuitively obvious and align well with best-practice care. However, some commonly held expectations such as referral for tests and investigations and confirmation of a precise cause of pain present challenges for physiotherapists. A substantial proportion of patients also expect to discuss other problems in their lives.
